In the past decade increasingly satisfactory results have been achieved in the surgical repair of the common congenital abnormality of oesophageal atresia with fistula. However, dysphagia and aspiration pneumonia can occur after operation and may well be related to a stricture at the site of the anastomosis or to a recurrent fistula. In some patients, however, no stricture or fistula can be found to account for an episode or episodes of aspiration pneumonia and dysphagia. Fourteen such patients with severe symptoms have been investigated. All had previously had a technically successful one-stage repair of the common type of oesophageal atresia and fistula (Waterston, Bonham-Carter, and Aberdeen, 1963) . Radiologi- cal studies have revealed abnormalities of oesophageal flow which can account for these symp-
toms. An understanding of the underlying oesophageal abnormality enables the clinician to make a logical approach to the management of these patients' problems. CLINICAL DATA In these 14 patients (Table 1 ) a primary anastomosis of the blind upper pouch to the lower oesophageal segment was achieved, the fistulous communication with the trachea being closed at the same operation. Six of the 14 patients developed a stricture or diaphragm in the immediate post-operative period, but all were satisfactorily dilated. Later, at oesophagoscopy, three of the six were thought to have a mild narrowing insufficient in itself to cause symptoms. The other three (making 11 in all) had a normal lumen.
The clinical features that prompted radiological investigation were aspiration pneumonia and dysphagia. During infancy a common sequence was an attack of choking and vomiting or restlessness at night followed by or Oesophageal stripping waves were absent in most patients, but in some indifferent, inefficient stripping waves were seen. However, common to all patients was the absence of normal efficient stripping waves, and in all an oesophageal residue following cessation of deglutition was present.
Four patients showed indifferent stripping action in the oesophagus. Initially stripping waves emptied the oesophagus, but later the waves were less efficient and an oesophageal residue remained (Fig. 1) . The oesophagus showed little sign of contractility at this time.
K Four patients had an oesophagus which showed lack of contractility. Sometimes a flicker of contractility was seen at the start of swallowing, but the oesophagus was subsequently completely atonic. The segment below the anastomosis was atonic in three (Fig. 2) , and in one patient the oesophagus was atonic from the pharynx to the vestibule (Fig. 3) .
Six patients exhibited the 'yo-yo phenomenon' (Fig. 4) This sequence, when repeated, resulted in continuing upward and downward movement of contrast medium, and this feature has become widely known as the yo-yo oesophagus. Even in the erect position the yo-yo movement resulted in reflux into the pharynx in one infant.
There was no evidence of contractility in the oesophagus above the anastomosis as a result of contrast medium entering it from below. Only in one patient did the yo-yo type contraction appear to interfere with flow down the oesophagus during deglutition, but this interference was transient.
Function of the vestibule Flow of contrast medium down the oesophagus, through the vestibule, and into the stomach occurred as long as acts of deglutition continued. As deglutition ceased so flow through the vestibule ceased. Since oesophageal stripping action was defective a residue remained in the oesophagus above the closed vestibule. In the erect position gravity-assisted emptying occurred, but this was incomplete (Fig.  3d) In older children episodes of choking are less common because they have a larger capacity oesophagus of greater length, feeding occurs in the upright posture, and intake is personally controlled. Dysphagia with solid foods is then the dominant symptom. Defective oesophageal stripping action fails to impel poorly chewed, solid, lumpy food down the oesophagus into the stomach. In the erect position, low density food, such as peanuts, may linger in an oesophageal fluid residue and may impact in the vestibule.
Retrograde oesophageal flow (Fig. 6 
